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K 000

Bldg. 01
A Life Safety Code Certification and
State Licensure Survey was conducted by
the Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 04/15/15

Facility Number: 013005
Provider Number: 155816
AIM Number: 201256400

At this Life Safety Code Survey,
Arlington Place Health Campus was
found not in compliance with
Requirements for Participation
Medicare/Medicaid, 42 CFR Subpart
483.70(a), Life Safety From Fire and the
2000 Edition of the National Fire
Protection Association (NFPA) 101, Life
Safety Code (LSC), Chapter 18, New
Health Care Occupancies and 410 IAC
16.2.

This one story facility was determined to
be of Type V (111) construction and fully
sprinklered. The facility has a fire alarm
system with smoke detection in the
corridors, in all areas open to the
corridors with hard wired smoke
detectors in all resident rooms. The
facility has a capacity of 84 and had a

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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SS=E
Bldg. 01

census of 66 at the time of this visit.

All areas where residents have customary
access were sprinklered. All areas
providing facility services were
sprinklered.

NFPA 101

LIFE SAFETY CODE STANDARD

Door openings in smoke barriers have at
least a 20-minute fire protection rating or are
at least 13%4-inch thick solid bonded wood
core. Non-rated protective plates that do not
exceed 48 inches from the bottom of the
door are permitted. Horizontal sliding doors
comply with 7.2.1.14. Swinging doors are
arranged so that each door swings in an
opposite direction. Doors are self-closing
and rabbets, bevels or astragals are
required at the meeting edges. Positive
latching is not required. 18.3.7.5, 18.3.7.6,
18.3.7.8

Based on observation and interview, the
facility failed to ensure 2 of 5 sets of
smoke barrier doors would close to form
a smoke resistant barrier. This deficient
practice could affect 65 residents, staff

and visitors.
Findings include:

Based on observations with the Director
of Plant Operations during a tour of the
facility from 1:10 p.m. to 3:50 p.m. on
04/15/15, the set of smoke barrier doors
in the corridor by Room 311 and the set

K 027

Responses to the cited findings

do not constitute an admission

or agreement by the facility of the

truth of the alleged or conclusion

set forth in the Statement of

Deficiencies. The Plan of

Correction is prepared solely as

a matter of compliance with

04/16/2015
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of smoke barrier doors in the corridor by federal and/or state law.
the Central Supply Room D101 each
swing in the opposite direction and are
not equipped with an astragal, rabbet or In response to the cited findings
bevel at the meeting edge. Based on
interview at the time of the observations, R/T to K027, the following corrective
the Director of Plant Operations
. actions were taken:
acknowledged the aforementioned smoke
barrier door sets each swing in the
opposite direction and are not equipped
with an astragal, rabbet or bevel at the A) With respect to these findings,
meeting edge.
No residents were adversely
affected.
3.1-19(b)
B) With respect to how to facility
will
identify residents with the potential
for the identified concern and take
corrective action: On 4/16/15 all
brush sweeps were installed on 2 of
5
sets of smoke barrier doors.
A proper written record will be
maintained for future inspections.
(See attachment)
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C) With respect to what systematic
measures have been put into place
to address the stated concern:
Brush sweeps were installed on
2 of the 5 doors to form a smoke
resistant barrier.
D) With respect to how the plan of
corrective measures will be
monitored:
Further monitoring is not necessary.
E) Date of compliance with
proposed actions:4/16/2015
K 029 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 Hazardous areas are protected in
accordance with 8.4. The areas are
enclosed with a one hour fire-rated barrier,
with a 3/4 hour fire-rated door, without
windows (in accordance with 8.4). Doors
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are self-closing or automatic closing in
accordance with 7.2.1.8.  18.3.2.1
Based on observation and interview, the K 029 05/27/2015
facility failed to ensure 2 of 16 doors Responses to the cited findings
serving hazardous areas such as fuel fired . .
. do not constitute an admission
heater rooms and combustible storage
rooms measuring greater than 100 square or agreement by the facility of the
feet each have a 3/4-hour fire protection
rating. This deficient practice could truth of the alleged or conclusion
affect 60 residents, staff and visitors. cet forth in the Statement of
Findings include: Deficiencies. The Plan of
Based on observations with the Director Correction is prepared solely as
of Plant Operations during a tour of the . .
. a matter of compliance with
facility from 1:10 p.m. to 3:50 p.m. on
04/15/15, the Central Supply Room D101 federal and/or state law.
which measured 160 square feet in size
and contained combustible supplies
storage and the Equipment Room E122 In response to the cited findings
which contained one natural gas fired
furnace each had no fire resistance rating R/T to K029, the following corrective
label affixed to the entry door from the
. . . . ti taken:
corridor. Based on interview at the time actions were taken
of the observations, the Director of Plant
Operations acknowledged each of the
aforementioned hazardous areas entry A) With respect to these findings:
room doors had no fire resistance rating
label affixed to the door No residents were adversely
' affected.
3.1-19(b)
B) With respect to how to facility
will
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identify residents with the potential

for the identified concern and take

corrective action: 1(E122) of the 2

doors were replaced with a fire

resistant rated entry door. The 2nd

door (D101) has been ordered.

C) With respect to what systematic

measures have been put into place

to address the stated concern:

E122 has been replaced with a fire

resistant rated entry door. (see

attachment) D101 fire resistant

rated entry door has been ordered

(see attachment) with expected
ship

date of 5/27/15.

D) With respect to how the plan of

corrective measures will be
monitored:

Director of Plant Operations or
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Executive
Director will ensure replacement is
completed
on D101 and records kept on hand
for
review.
E) Date of compliance with
proposed actions: 5/27/2015
K 051 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 A fire alarm system with approved
components, devices or equipment is
installed according to NFPA 72, to provide
effective warning of fire in any part of the
building. Activation of the complete fire
alarm system is by manual fire alarm
initiation, automatic detection, or
extinguishing system operation. Pull
stations are located in the path of egress.
Electronic or written records of tests are
available. A reliable second source of power
is provided. Fire alarm systems are
maintained in accordance with NFPA 72,
National Fire Alarm Code, and records of
maintenance are kept readily available.
There is remote annunciation of the fire
alarm system to an approved central station.
18.3.4, 9.6
Based on observation and interview, the K 051 05/15/2015
facility failed to ensure 1 of 16 exit door Responses to the cited findings
electromagnetic locks connected to the ) -
] do not constitute an admission
fire alarm system remained unlocked
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while the fire alarm was activated. LSC or agreement by the facility of the
9.6.1.3 says the provisions of 9.6 cover
. . truth of the alleged or conclusion
the basic functions of a complete fire &
alarm system. Section 9.6.1.4 requires set forth in the Statement of
fire alarm systems comply with NFPA
72, National Fire Alarm Code. NFPA 72, Deficiencies. The Plan of
3-9.7.1 states any device or system
. . Correction is prepared solely as
intended to actuate the locking or prep Y
unlocking of exits shall be connected to a matter of compliance with
the fire alarm system serving the
protected premises. NFPA 72, 3-9.7.2 federal and/or state law.
states all exits connected in accordance
with 3-9.7.1 shall unlock upon receipt of
any fire alarm signal by means of the fire In response to the cited findings
alarm system serving the protected
premises. R/T to K051, the following corrective
Exception: Where otherwise required or
. . . actions were taken:
permitted by the authority having
jurisdiction.
This deficient practice could affect 13
residents, staff and visitors if needing to A) With respect to these findings:
exit the facility by Room 229.
No residents were adversely
o . affected.
Findings include:
Based on observation with the Director of
Plant Operations during a tour of the B)_I;Mth respect to how to facility
g Wi,
facility from 1:10 p.m. to 3:50 p.m. on
04/15/15, the electromagnetic lock on the identify residents with the potential
exit door by Room 229 did not release
and remain unlocked when the fire alarm for the identified concern and take
was activated at 3:32 p.m. Based on
. X . . corrective action: 1 of 16 exit door
interview at the time of observation, the
Director of Plant Operations electromagnetic locks that remained
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z6PX21 Facility ID: 013005 If continuation sheet Page 8 of 16
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acknowledged the electromagnetic lock
on the exit door by Room 229 did not unlocked while the fire alarm was
release when the fire alarm system was
j Yy activated was repaired on 4/6 /15
activated.
3.1-19(b)
C) With respect to what systematic
measures have been put into place
to address the stated concern: The
electromagnetic lock was repaired
in accordance to NFPA 72 18.3.4, 9.6
A proper written record will be
maintained for future inspections.
(See attachment)
D) With respect to how the plan of
corrective measures will be
monitored:
Furthering monitoring is not
necessary.
E) Date of compliance with
proposed actions: 5/15/2015
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K 052 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Bldg. 01 | A fire alarm system required for life safety is
installed, tested, and maintained in
accordance with NFPA 70 National Electrical
Code and NFPA 72. The system has an
approved maintenance and testing program
complying with applicable requirements of
NFPA70and 72. 9.6.1.4
Based on record review and interview, K 052 05/15/2015
the facility failed to document annual Responses to the cited findings
functional testing of all fire alarm system . -
do not constitute an admission
smoke detectors and duct detectors.
NFPA 72, 7-3.2 refers to fire alarm or agreement by the facility of the
component testing frequencies in Table
7-3.2 which requires an annual functional truth of the alleged or conclusion
test 9f smoke detec.tor initiating devices. set forth in the Statement of
Section 7-5.2 requires a permanent record
of all inspections, testing and Deficiencies. The Plan of
maintenance shall be provided that
includes information requested in Figure Correction is prepared solely as
7-5.2.2. This deficient practice could . .
; o a matter of compliance with
affect all residents, staff and visitors.
federal and/or state law.
Findings include:
Based on review of Vanguard Alarm In response to the cited findings
Services "Periodic Fire Alarm Inspection
and Testing Report" documentation dated R/T to K052, the following corrective
04/23/14, 07/23/14, 09/08/14 and .
01/29/15 with the Director of Plant actions were taken:
Operations during record review from
10:20 a.m. to 12:30 p.m. on 04/15/15,
documentation of annual functional A) With respect to these findings:
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testing of all fire alarm system smoke
detectors and duct detectors within the No residents were adversely
. affected.
most recent twelve month period was not
available for review. Review of
Vanguard Alarm Services "Fire Alarm
System Record of Completion" B) With respect to how to facility
documentation dated 01/17/14 indicated will
there are 203 smoke detectors, 20 manual o . . .
identify residents with the potential
fire alarm boxes and 7 duct detector
initiating devices in the facility. Based for the identified concern and take
on interview at the time of record review,
the Director of Plant Operations stated corrective action: Periodic Fire
.. Alarm
no additional fire alarm system
inspection reports for the last year was Inspection was not yet completed
available for review and acknowledged
documentation of annual functional and available for 4/15/15. It was
testing for all fire alarm system smoke 0/
C completed on 4/20/15 and
detectors and duct detectors within the P
most recent twelve month period was not documentation retained for
available for review.
future reference per requirements
3-1.19(b)
of NFPA 70 and 72. 9.6.1.4
C) With respect to what systematic
measures have been put into place
to address the stated concern:
Periodic Fire Alarm Inspection was
completed on 4/20/15 as it was due
4/15/15. (See attachment)
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D) With respect to how the plan of
corrective measures will be
monitored:
The Excutive Director and Director
of Plant Operations will review
Periodic
Fire Alarm Inspection
documentation
in accordance to regulations to
assure
inspections are completed in within
the alloted time during monthly
QAA
meetings and quarterly for the
remaining
months of 2015.
E) Date of compliance with
proposed actions: 5/15/2015
K 144 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Generators are inspected weekly and
exercised under load for 30 minutes per
month in accordance with NFPA 99.
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3.4.41.
1. Based on record review and interview, K 144 05/15/2015
the facility failed to ensure a monthly Responses to the cited findings
load test for the emergency generator was do ot constitute an admission
conducted for 1 of 12 months using one
of the three following methods: under or agreement by the facility of the
operating temperature conditions, at not
less than 30% of the Emergency Power truth of the alleged or conclusion
Supply (EPS) nameplate rating, or set forth in the Statement of
loading that maintains the minimum
exhaust gas temperatures as Deficiencies. The Plan of
recommended by the manufacturer.
Chapter 3-4.4.1.1 of NFPA 99 requires Correction is prepared solely as
monthly testing of generators serving the 2 matter of compliance with
emergency electrical system to be in
accordance with NFPA 110. Chapter federal and/or state law.
6-4.2 of NFPA 110 requires generator
sets in Level 1 and Level 2 service to be
exercised at least once monthly, for a In response to the cited findings
minimum of 30 minutes, using one of the
following methods: R/T to K144, the following corrective
a. Under operating temperature
conditions or at not less than 30 percent actions were taken:
of the EPS nameplate rating.
b. Loading that maintains the minimum
exhaust gas temperatures as A) With respect to these findings:
recommended by the manufacturer. _
The date and time of day for required Z‘;er::'e':ents were adversely
testing shall be decided by the owner,
based on facility operations. NFPA 99,
3-5.4.2 requires a written record of
inspection, performance, exercising B) With respect to how to facllity
period and repairs shall be regularly wil
maintained and available for inspection identify residents with the potential
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: Z6PX21 Facility ID: 013005 If continuation sheet Page 13 of 16
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by the authority having jurisdiction. This
deficient practice could affect all for the identified concern and take
residents, staff and visitors. . .
corrective action:
Findings include: Emergency Generators were
inspected
Based on review of "Emergency
weekly and exercised under load for
Generator Weekly Load Test" Y
documentation with the Director of Plant 30 minutes per month in
Operations during record review from accordance
10:20 a.m. to 12:30 p.m. on 04/15/15,
documentation of a monthly load test for with NFPA 99.3.4.4.1. as of
. 10/1/2014
August 2014 was not available for i
review. Based on interview at the time of to current.
record review, the Director of Plant
Operations stated maintenance staff
turnover caused the facility to not
. C) With respect to what systematic
perform a monthly load test in August P y
2014 and acknowledged documentation measures have been put into place
of a monthly load test for August 2014
was not available for review. to address the stated concern:
NFPA 99, 3-5.4.2 requires a written
3.1-19(b)
record of inspection, performance,
2. Based on record review and interview, exercising
the facility failed to ensure a written
record of weekly inspections of the period and repairs shall be regularly
. . maintained
starting batteries for the generator was
maintained for 7 of 52 weeks. Chapter and available for inspection
3-4.4.1.3 of NFPA 99 requires storage
batteries used in connection with (See attachment)
essential electrical systems shall be
inspected at intervals of not more than 7
days and shall be maintained in full D) With respect to how the plan of
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compliance with manufacturer's
specifications. Defective batteries shall
be repaired or replaced immediately upon
discovery of defects. Furthermore,
NFPA 110, 6-3.6 requires checking
storage batteries, including electrolyte
levels, at intervals of not more than 7
days. Chapter 3-5.4.2 of NFPA 99
requires a written record of inspection,
performance, exercising period, and
repairs for the generator to be regularly
maintained and available by the authority
having jurisdiction. This deficient
practice could affect all residents, staff
and visitors.

Findings include:

Based on review of "Emergency
Generator Weekly Load Test"
documentation with the Director of Plant
Operations during record review from
10:20 a.m. to 12:30 p.m. on 04/15/15,
documentation of weekly generator
battery inspections for the seven week
period of 07/28/14 through 09/08/14 was
not available for review. Based on
interview at the time of record review,
the Director of Plant Operations stated
maintenance staff turnover caused the
facility to not perform weekly inspections
of the starting batteries for the generator
and acknowledged documentation of
weekly generator battery inspection

corrective measures will be

monitored:

Emergency Generator
documentation

to be reviewed in monthly QAA and

by the Executive Director and

Director of Operations for a period
of

6 months.

E) Date of compliance with

proposed actions: 5/15/2015
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week period was not available for review.
3.1-19(b)
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